1. Introduction {#sec0005}
===============

Penetrating thoracic trauma management represents a major problem for emergency department staff. Cause of penetrating injuries of the dorsal regions may be bullets or other penetrating sharp objects [@bib0005]. Penetrating thoracic traumas have a wide spectrum, ranging from mild traumas to life-threatening injuries [@bib0010], [@bib0015]. Major vascular injury should be rapidly assessed in these cases. Esophageal, lung, and neural injury may also occur [@bib0020]. In this paper, we reported a patient, who can be deemed very lucky, because of both the trauma mechanism and the provided first aid at scene; we also provided a current literature review about the management of cases with penetrating dorsal region traumas.

2. Presentation of case {#sec0010}
=======================

A 30-year-old male patient was referred to our emergency trauma center by ambulance after being stabbed in his back. He was put on a wheeled stretcher while he was in a conscious state. It was noted, that the knife entered thorax from the dorsal region paravertebrally between two scapulae ([Fig. 1](#fig0005){ref-type="fig"}). Than the patient was transferred to resuscitation room and an intravenous line was established without allowing the knife to move from its original location. The patient's general status was not critical and his Glascow Coma Score was 15. His vital signs included arterial blood pressure of 130/80 mmHg, pulse rate of 100 bpm, body temperature of 36.8 °C, and oxygen saturation of 97% on admission. Physical examination did not reveal active bleeding or an enlarging hematoma at the site of the injury. The patient was free of any symptoms suggestive of pulmonary parenchymal injury such as dyspnea, hemoptysis, or cough. His bilateral lung auscultation was bronchovesicular of equal intensity. His total blood count and routine biochemical tests were within normal limits.

The patient was transported to obtain a thorax CT angiogram with ultimate care for not to move the object. In thorax CT, a knife penetrating into thoracic cavity by passing the transverse process at the left half of vertebra at the level of D6--D7 was determined and it progressed to thoracic aorta. No vascular injury, contrast material extravasation, or hemothorax/pneumothorax was observed ([Fig. 2](#fig0010){ref-type="fig"}). Simultaneously patient was consulted to thorax surgery and cardiovascular surgery clinics in need of any explorative approaches. Absence of any lung and vascular pathology, and patient's stabil status made agreeing on the decision of extracting the foreign body. The patient was taken into operation room to remove the knife. The injury site was rubbed and draped under mask sedation in right lateral decubitis position. The knife was then pulled and removed, and pressure dressing was applied on the wound. During observation, no bleeding exists, his skin was sutured and he was placed on Table in supine position. He was monitored for 30 min in operating room. The operation was ended upon observing that his hemodynamic status was well and any decrease in hematocrit levels was not observed. He was taken to intensive care unit for further observation; one day later he was transferred to regular ward and undergone esophagogastroscopy which has no sign of injury. He was discharged with full recovery on the second day of admission after checked with CT anjiogram with no pathologic sign. No late complication was observed. The patient was neurologically unchanged in follow-up examinations. CT anjiograms did not address any pseudoaneurysm in first and third month controls.

3. Discussion {#sec0015}
=============

Thoracic traumas may present as blunt or penetrating traumas [@bib0060]. Seventy percent of thoracic traumas are blunt traumas and the rest of them are penetrating injuries. In a domestic study the corresponding rates of 72% and 28%, respectively, were reported [@bib0010]. Trauma with penetrating dorsal thoracic injuries is usually in the form of stabbing, sharp penetrating object injuries, or firearm injuries. Total mortality rate of chest traumas ranges between 3.6% and 37% [@bib0015], [@bib0020]. However, high-velocity bullet injuries are typically fatal, with cases being ended at the scene of the incident [@bib0005], [@bib0025], [@bib0030]. The aim of a successful trauma management is to determine whether a life-threatening condition exists. The general rules of penetrating trauma management are to avoid in-depth exploration for wound site assessment, to avoid removal of penetrating object without accurate diagnosis, and to keep in mind the possibility of intubation for airway security in every moment. The majority of patient's deaths in penetrating traumas are due to serious vascular injury [@bib0035]. Therefore, vital signs should be assessed rapidly and with care. In case of definite or possible organ injury, fluid support should be provided immediately and the patient should be transported to operating room at once. Our case was also brought to our attention without moving the knife from its position and the patient was rapidly assessed and taken into the operating room. In thoracic traumas, posttraumatic intrathoracic pathologies are determined, depending on sever**i**ty of the trauma. The most common posttraumatic thoracic pathology is pneumothorax followed by hemothorax [@bib0040], [@bib0045], [@bib0050], [@bib0055]. Lung contusion, cardiac tamponade, pneumomediastinum, esophageal injury, spinal cord injury, and vascular injury are among other possible pathological conditions following thoracic trauma [@bib0045], [@bib0055], [@bib0060]. Our patient was lucky, because he had no thoracic pathology associated with stabbing. By the way, important point of view in such cases avoiding an iatrogenic damage to patient especially during transporting could be life saving.

4. Conclusion {#sec0020}
=============

During the initial care of patients with penetrating trauma, the object should not be removed from its place. Our patient was lucky enough in that no thoracic pathology developed during the accident and he was not subjected to any secondary trauma during ambulance transport.
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![Thorax CT showed A knife passing by the transverse process of vertebra at the level of D6--D7 and reaching thoracic aorta. There was no vascular injury, hemothorax, or pneumothorax.](gr2){#fig0010}
